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A resident who is unable to carry out activities of

| daily living receives the necessary services (o

maintain good nufrition, grooming, and personal
and oral hygiens.

This REQUIREMENT is not met as evidenced
by: :

Based on observation, interview, and record
review, it was determined that the facility failed to
provide necessary services to maintain good
personal hygiena for each incontinent resident.
Interviews with residents and nursing staff
revealed residents frequentfy had fo wait four (4}
hours or more {0 be provided with incontinence
care due to an insufficient amount of staff,

The findings inciude:

Observations conducted on May 19, 2010, from
11:20 a.m. until 1:45 p.m., during the initial tour,
of three incontinence care observations on
residents #1, #2, and #5, revealed staff
appropriately providing inconiinence care to the
residents. Skin observations were also
performed during the incontingnce care
observations and revealed no broken areas;
however, resident #2 was slightly reddened. The
observations during the initial tour revealed the
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An abbrevigted standard survey (KY14746 and
| KY14742) was conducted on May 19, 2010,
Deficient practice was identified at an 'E' Jevel
related to KY14746. No deficient practice was Signature Health Care of Pikeville does not
identified refated to KY14742. . believe and does not admit that any
F 312 | 483.25(a}{3) ADL CARE PROVIDED FOR F 312! deficiencies existed, before, during or after
$8=p ; DEPENDENT RESIDENTS the survey. The Facility reserves all rights to

contest the survey findings through informal
dispute resolution formal appeal
proceedings or any administrative or legal

proceedings. This plan of correction is not
meant to establish any standard of care,
contract obligation or position and the
Facility reserves ali rights to raise all
possible contentions and defenses in any
type of civil or criminal claim, action or
proceeding. Nothing contained in this plan
of correction should considered as a waiver
of any potentially applicable Peer Review,
Quality assurance or self critical examination
privilege which the Facility does not waive
and reserves the right to assert in any
administrative, civil or criminal claim, action
or proceeding. The Facility offers its
response, credible allegations of compliance
and plan of correction as part of its ongoing
efforts to provide quality of care to residents.
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Any deficlency slaternent en i,qg w1t> an asterisk {*) denctes a deficiency which the institution may be excused from correcting providing it is determined that

olher safeguards pravide suffci

tection to the patients. (Ses instructions.) Except for nursing homes, the findings slated above are disclasable 80 days

following the date of survey whether ar not a pan of comection is provided, For nursing homes, the above findings and plans of correction ars disciasable 14
days following the date these documents are made available 1o the facllzty If deficiencies are cited, an approved pian of gorrection is reqmsﬁe to continued
~proyrar participation. e -
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Restorative Aide and LPN #1 also providing
incontinence care to the residents.
F312 483.25 {a}(3) ADL CARE PROVIDED
Interviews conducted on May 19, 2010, from FOR DEPENDENT RESIDENTS
11. 20 a._rn. until 1:45 p.m., during the mlhalltour, Corrective Action for Resident(s) Affected:
with residents #2, #5, #6, and #12, and resident Resi
et . ol X esidents #2, #5, #6, #12, and #4 are currently
§ lamily memoer revealea nere was ’.‘O receiving the necessary services to maintain
enough staff to provide incontinent care as good nutrition, grooming, and personal and oral
nesded by the residents. The interviews revealed hygiene. Residents are maintaining personal
the staff worked as hard as possibfe, however, hygiene, through timely incontinence care, as
) | was unable to provide incontinence care timely indicated by the interventions established in the
and the residents had to lie in uring for extended ~ individual care plan of care for residents #2, #5,
amounts of time. Resident #2 reported on May 6, #6, #12, and #4.
2010, incontinence care was provided at 6:30
a.m., and then was not provided again until 2:15 How the facility will act to protect residents
p.ri1., because there was not encugh staff working in similar situations:
the unit. The resident pointed to the resident's A bowel and bladder assessment will be
clock on the wall when asked how the resident completed on  all residents; any residents
fimed the care. Resident #2 raported becoming rbeqwrlmg adthree day voiding pattern per their
raw and irritated due to lying in urine for an chereteiin b g}ggﬁ% assessment  will  be
extended period of time. Resident #4's family patte?rn will b?a compiet dTbherthree day voiding
member stated that the family member had to C pleted by licensed nurse and
. N.A. team members and evaluated by the
clean resident #4 on May 19, 2010, because Restorative nurse. A : f
t enough staff due to a call-in and : ' review of each care plan
I:ere “,'33 T’ o e L will be conducted to ensure that the resident's
G residents et was saturated with urine. toileting plan matches their care plan by 6/25/10.
Resident #5 reported that on May 18, 2010, the Any changes indicated by this review will be
resident retumedd from therapy at 10:30 am., and immediately addressed with an update of the
informed the staff the resident had been care plan apd the C.N.A care plan.
incontinent and needed incontinence care.
However, the staff did not provide incontinence The interdisciplinary team will interview all
care to resident #5 until 2:30 p.m. Resident #5 residents who are interviewable and the
pointed at the clock on the wail and said the responsible party for all residents in regards to
resident timed the wait with the clock. This care concerns and care needs, This review will
incident was wilnessed by resident #5's sitter. be completed by 6/25/10. Any concems will be
Resident#5 further reported being left on a addressed immediately.
bedpan for three hours on the night shift but
denied any skin breakdown. Resident #5 stated a
nurse was {old about both incidents but nothing
was done. Resident #5 stated there was not
Event [D:¥01811 Facility 10 100367 If continuation sheet Page 2 of 10
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enough staff to assist the resident (o the
bathroom so the resident ambulated unassisted
to the bathroom o keep from being incontinent.
Resident #2 stated administrative staff was made
aware of incontinence care ot being provided
timely and of the staffing shortage because the
resident called the Administrator on the phone
and told her and the Administrater hung up on the
resident. However, the Administrator failed to
implement any corrective actlons.

| Interviews conducted on May 19, 2010, from 2:45

p.m. until 4:45 p.m., with SRNAs #2, #3, #4, #6,
ahd #7 revealad incontinence care was required
to be performed every two hours for residents that
were incontinent. The interviews revealed the
facility frequently, to atmost daily, did not have
enough staff to provide incontinence care every
two hours, The staif revealed that during
mealtime, which takes two to three hours, there
was only one assistant on the floor to provide
incontinence care and answer cali lights. The
interviews revealed that due to most of the
residents on the South wing requiring two-person
assistance staff was unable to provide
incontinence care during the meal service. SRNA
#3 siated that the staffing shortage had been
warse over the month. SRNA #4 reported it was
hard to provide three incontinence rounds inan
eight-hour shift because there was not enough
staff to provide the incontinence care and all the
other duties reguired, such as meal service.
SRNAs #3, #4, #6, and #7 reported finding
residents' clothing/bed linens saturated with urine
during the inconfinence rounds due to not being
changad in a timely manner. SRNA #6 reported
at times residents wait four hours 1o receive
incontinence care. SRNA #6 stated that resident
#2 takes water pills and constantly dribbles and
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Measures to prevent reoccurrence:

Al licensed staff wili be in serviced on
monitoring residents while making rounds or
passing medications to ensure that residents
needs are being met. Al licensed staff and
C.N.A's are being in serviced regarding the
process for maintaining personal  hygiene,
specifically ~ providing  incontinence  care
according to the residents care plan. This
aducaticn witl include instruction regarding how
to perform incontinence care, how resident care
——schedules—are—established, -the—importance of
providing incontinence  care according o
schedule, and potential adverse effects of
delayed incontinence care. Licensed staff and
C.N.As will also be educated regarding bowei
and bladder programs and residents rights,
abuse and neglect, customer satisfaction and
completing assignments.  In-services will he
provided by the DON and Staff Development to

be completed hv &/25/10. .
To ensure that incontinence rounds are being

completed according to schedule, the Unit
managers, or DON will initiate rounding every
two hours to validate that residents have had
incontinence care according to their plan of care.
The nursing supervisor, or charge nurse, will be
responsible for completing two hour rounding
when the Unit Managers are not available and/or
during night and weekend shifts.
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needs incontinence care more than every two
hours. SRNA #7 stated that residents in _ Monitoring of Corrective Action:
wheelchairs during the day were also found The DON and the unit managers will review 20%
soaked in urine frequently. The interviews gf residents monthly to ensure interventions are
revealed administrative staff was aware of the estl;glisﬁgcdwlg?dth :Crceus:i ?:gs and ti[mely, TI'?S
. ) : care plan. e
2t§;ﬁgogrrz};toi§ga%ﬁ!;?‘\:ever, failed to implement Admmistrator and Social Services Dpirector will
’ mterwe\n_/ 20% of residents andfor resident’s
An interview conductod on May 19, 2010, at 405 roeponsibie t’;ag{t; ot it odents who
p.m., with the Staff Development Coordinator are receiving the necessary services i y ving
1 (SDC) revealed residents were to receive good_personal _hygiene yTh s o maintain
- . il . Btttk _.—dUUM pETSeNdL . N e, e_resuits will be
incontinence care-every MO hours. The SDC reported to the quality assurance committee
reporied monitoring incontinence care once a monthly for three months for recommendations
week by auditing 20 percent or 16 residents to and follow-up as indicated.
verify the residents were clean and dry. The SDC
stated the audits were performed every Friday on Completion date: 6/25/10
different shifts. The interview revezled the SDC
had not found any problems with incontinence
care. The SDC stated that if & nursing assistant
calls in then one of the assistants on the shower
twam gets pulled to work the floor. However, on
Wednesday, May 19, 2010, a nursing assistant
called in and the shower team doss not werk on
Wednesday, so there was no-additional nursing
asslstant pulled to the South wing for coverage
until Ialer that afiermoon when a nursing assistant
came in a few hours early.
An interview conducted on May 20, 201¢, at ¢:.00
a.m., with the Director of Nursing (DON) reveated
the facllity staff was required to provide
incantinence care to incontinent residents every
two hours. The interview revealed the
administrative staff did not feel there was a
staffing shortage.
Review of a fist of residents that were incontinent
revealed there were 25 residents requiring
incontinence care every two hours. The list
" FORM CMS-2567(D2-89) Previous Versions Obsclete Event D KO1811 Facilly I0: 100387 If continuatiar: sheet Page 4 of 10
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1two Tours to receive requesied incontinence caré

Caontinued From page 4

revealed that 23 of the incontinent residents
required the assistance of two stalf persons for
incontinence care.

The facility administrative staff timed the meal
service on May 20, 2010, and verified that meal
services lasted from an hour and 45 minutes o
two hours.

A review of resident #2's grievance dated April 5,
2010, revealed the resident reported that it iook

on Aprit 3, 2010, arxi one hour to receive
requested incontinence care on April 4, 201C.
The grievance form revealed the SRNA was
questioned and the SRNA said that it took 30
inutes to get to resident #2 due to being with
another resident. '
483.30(a) SUFFICIENT 24-HR NURSING STAFF
PER CARE PLANS

The facility must have sufficient nursing staff to
provide nursing and related services to attain or
maihtain the highest practicable physical, mental,
and psychosecial well-being of each resident, as
determined by resident assessmants and
individual ptans of care.

The facility must provide services by sufficient
numbers of each of the following types of
personnel on & 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except when waived under paragraph {c) of this
section, licensad nurses and other nursing
personnel.

Except when waived under paragraph (¢) of this

F 312

F 383

F353 483.30(a) SUFFICIE
. NT 24-
NURSING STAFF PER CARE PLANS4 iR

Corrective Acticn for Reside
. nt(s :
Residents #2, #5, #6, #12, ang i oected:

receiving the necessary servic

maintain the highest
mental, and psychosocia

resident, as determined

assessments and

Residents are maintainin e
throggh timety incontinenc?e?:
nursing staff, as indicated by
established in the individual car
residents #2, #5, #6, #12, and

#4 are currently
es o attain or
practicable physical,
t well-being of each
lermi by  resident's
individual plans of care.
rsonal hygiene,
are provided by
the interventions
e plan of care for
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SUMMARY STATEMENT OF DEFICIENCIES

section, the facility must designate a licensed
nurse o serve as f charge nurse on each tour of
duty.

This REQUIREMENT is not met as evidenced
byy:

Based on observation, interview, and record
review, it was determined that the facility failed to
provide nursing and related services o
attain/maintain the highest practicable physical,
‘mental; dnd psychosocial well-being of gach
resident, as determined by the residents’
assessments and individuat plans of care.
interviews with residents and nursing staff
revealed there was not a sufficient amount of
nursing staff fo provide residents with the required
incontinence care. The interviews revealed
residents frequently had to wait four (4} hours or
more {0 be provided with incontinence care due to
an insufficient amount of staff,

The ﬂndirigs include:

Observations conducted on May 19, 20140, from
11:20 a.m. until 1:45 p.m., during the inifial tour,
of three incontinence care observations an
residents #1, #2, and #5, revealed staff
appropriately providing incontinence care to the
residents. Skin cbservations were also
performed during the incontinence care
observations and revealed no broken areas;
however, resident #2 was slightly reddened. The
observations during the initial tour revealed the
Restorative Aide and LPN #1 also providing
incantinence care to the residents.

Interviews conducted an May 19, 2010, from
14:20 a.m. untif 1:45 p.m., during the initial tour,
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How the facility will act to protect residents
in similar situations:

The facility will ensure that there is sufficient
nursing staff to provide nursing and related
services as determined by resident assessments
and individual plan of care. in reviewing C.N.A,
assignments, if assigned staff is unable to
provide services according to plan of care, the
C.N.A. will report to licensed nurse, at anytime
during the shift that an issue is identified. The
licensed nurse will facilitate immediate
assistance by actively assisting with care and/or

__aleding_administrative_staff who will ensure that

sufficient nursing staff is allocated to provide
care.

A bowel and bladder assessment will be
completed on all residents; any residents
requiring a three day voiding pattern per their
bowel and bladder assessment will be
completed by 6/25/10. The three day voiding
pattern will be completed by licensed nurse and
C.N.A. feam members and evaluated by the
Restorative nurse. A review of each care plan
will be conducted to ensure that the resident's
toileting plan matches their care plan by 6/25/10.
Any changes indicated by this review will be
immediately addressed with an update of the
care plan and the C.N.A care plan.

The interdisciplinary team will interview all
residents who are interviewable and the
responsible party for all residents in regards to
care concerns and care needs. This review will
be completed by 6/25/10. Any concerns wilt be
addressed immediately.
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with residents #2, #5, #6, and #12, and resident
#4's family member revealed there was not
enough staff {o provide incontinence care as
needed by the residents. The interviews reveated
the staff worked as hard as possible, however,
was unable fo provide incontinence care timsfy
and the residents had to lie in urine for extended
amounts of time. Resident #2 reported on May 6,
2010, inconfinence care was provided at 6:30
a.m., and then was not provided again until 2:15

| p.m., because there was not encugh staff working

the unit. The resident pointed to the resident's
clock on the wall when asked how the resident
limed the care, Resident #2 reported becoming
raw and imitated due to lying In urine for an
extendad period of time. Resident #4's family
member stated that the family member had fo
clean resident #4 on May 19, 2010, because
there was not encugh staff due to a call-in and
the resident's brief was saturated with urine.
Resident #5 reported that on May 18, 2010, the
resident returned from therapy at 10:30 a.m., and
informed the staff the resident had been
incontinent and needed incontinence care.
However, the staff did rot provide incontinence
care to resident #6 until 2:30 p.m. Resident#5
pointed af the clack on the wall and said the
resident timed the wait with the clock. This
incident was witnessed by resident #8's sitter.
Resident #5 further reporfed being left on a
bedpan for three hours on the night shift but
denied any skin breakdown. Resident #3 stated a
nurse was told about both incidenis but nothing
was donie. Resident #6 stated there was not
enough staff to assist the resident to the
bathroom so the resident ambulated unassisted
to the bathroom fo keep from being incontinent.
Resident #2 stated administrative staff was made
awsre of incontinence care not being provided

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION x8)
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Measures to prevent reoccurrence:

All licensed staff and C.N.A.'s will be in serviced
regarding the process for maintaining personal
hygiene, specifically providing incontinence care
according to the residents care plan. This
education will inciude instruction regarding how
to perform incontinence care, how resident care
schgdu!es are established, the importance of
providing incontinence care according to
schedule, and potential adverse effects of

delayed incontinence care. Licensed staff and
C.N.A's will also be educated regarding bowel
and bladder programs and residents rights
abuse and neglect, customer satisfaction arzoi
completing assignments.  In-services will be
promdgd by the DON and the Staff Development
Coordinator to be completed by 6/25/10,

Monitoring of Corrective Action:

The D_ON and the unit managers will review 20%
of _re3|dents monthly to ensure interventions are
being provided accurately and timely, as
estai?iighed by the residents care plan. The
Admrnlstrator and Social Services Director will
interview 20% of residents andior residents
responsible party to ensure that residents who
are unable to carry out activities of daily living
are receiving the necessary services to maintain
good personal hygiene. The results will be
reported to the quality assurance committee
monthly for three months for recommendations
and follow-up as indicated.

Completion date: 6/25/10
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timely and the staffing shortage because the
rasident called the Administrator en the phone
and tald her and the Administrater hung up on the
resident. However, the Administrator failed to
implement any carrective actions.,

Interviews conducted on May 19, 2010, from Z:45
pam. uniil 4:45 p.m., with SRNAs #2, #3, #4, #6,
and #7 revealed incontinence care was required
to be performed every two hours for residents that
were incontinent. The interviews revealed the
facility frequently, to almost daily, did nothave =~ 77T 7T Y ' B
enough staff to provide incortinence care every
two hours. The staff revealed that during
mealtime, which takes twe fo three hours, there
was only one assistant on the floor to provide
incontinence care and answer call lights. The
interviews revealed that due to most of the
residents on the South wing requiring two-person
assistance staff was unable to provide
incontinence care during the meat service. SRNA
#3 stated that the staffing shortage had been
worse over the month. SRNA #4 reported it was
hard to provide three incontinence rounds in an
eight-hour shift because there was not encugh
staff to provide the incontinence care and all the
other duties required, such as mesl service.
SRNAs #3, #4, 18, and #7 reporied finding
residents soaked with.urine during the
incontinence rounds due ¢ not being changed in
a timely manner. SRNA #86 reported at times
residents waited four hours {a receive
incontinence care. SRNA #5 stated that resident
#2 takes water pills and constanily dribbles and
needs inconfinence care more often than every
two hours. SRNA #7 stated that residents [n
wheelchairs during the day were also found
scaked in urne frequently. The interviews
revealed administrative staff was aware of the
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staffing shortage, however, failed fo implement
any corrective actions.

An interview conducted on May 18, 2010, at 4.05
p.m., with the Staff Development Coordinator
(SDC) revealed residents were 1o receive
incontinence care every two hours, The SDC
reported monitoring incontinence care once a
week by auditing 20 percent or 16 residents to
verify the residents were clean and dry. The SDC
stated the audits were performed every Friday on :
| different shifts. The interview révéaled the SDC 7 B A =k
had not found any problems with incontinence '
care. The SDC stated that if a nursing assistant
calls in then one of the assistants on the shower
team gets pulied to work the floor. However, on
Wednesday, May 19, 2010, a nursing assistant
called in and the shower team does not work on
Wednesday, so there was no additional nursing
assistant pulled to South wing for coverage until
later that afterncon when a nursing assistant
came in a few hours early. :

An interview conducted on May 20, 2010, 2t 9:00
a.m., with the Director of Nursing (DON} revealed
the facility staff was required fo provide
incontinence care to incontinent residents gvery
two hours, The interview revealed the
administrative staff did not feei there was a
staffing shortage.

A review of a list of residents that were
incontinent revealed thers were 25 residents
requiring incontinence care every two hours. The
fist revezled that 23 of the incontinent residents
required the assistance of two staff persons for
Incontinence care.

The facility administrative staff timed the meal
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service on May 20, 2010, and verified that meat
services lasted from an hour and 45 minufes t
two hours, :

A review of resident #2's grievance dated April &,
2010, revealed the resident reported i took two
hours to receive requested incontinence care on
April 3, 2010, and one hour to receive requesied
incontinence care on April 4, 2010, The
grievance form revealed the SRNA was
guestioned and said that it took 30 minutes to get

| to resident #2 due 10 being with another resident.
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